FACE INVESTIGATION

SUBJECT: Plaster Laborer Dies After Falling From a Scaffold
SUMMARY:

A 59 year old male plagter laborer (the victim) died after falling from a scaffold and driking his head on asphalt
pavement. Thevictim and aco-worker had erected thewelded tubular scaffolding on the outsdewall of asingle-
story building, and planned to bring the railings and access ladder to the worksite the next day. Near the end of
the workday, the victim returned extra tools and equipment to the supply truck, removed his safety hemet, and
returned to the scaffold area. The co-worker was positioned on the top of the unguarded scaffold, 12 feet from
the ground, when the victim gtarted to climb the scaffold bracing. The co-worker was turned away from the
victim, but heard a clanging sound on the bracing. He turned to see the victim lying on the ground, and called to
an employee of a nearby business to summon an ambulance. The ambulance transported the victim to an
emergency room, where he died 6 hours|ater of head injuries. The FACE investigator concluded thet, to prevent
smilar occurrences, employers should:

1 ensurethat safe accessis provided to the work platforms of all scaffolds
1 ensure that adequate fall protection isused by workerson scaffolds

1 evaluate their current written safety program and incor por ate specific training procedur esthat
emphasize the importance of recognizing and avoiding hazards in the workplace. These
procedur esshould include, but not belimited to, conducting hazar d evaluationsbefor einitiating
work at ajob ste, and implementing appropriate controls

1 encour age wor ker sto actively participate in workplace safety
In addition, manufacturers of protective heedwear should:

1 continue resear ch and development of protective headwear that would diminate or reducethe
severity of injuriesfrom falls.

INTRODUCTION:

On August 15, 1994, a 59-year-old plaster laborer died from injuries received in a fal from a scaffold. On
September 15, the Wisconsn FACE investigator was notified of the fatality by the Wisconsin Department of
Industry, Labor and Human Relations, Worker's Compensation Divison. On December 7, 1994, the FACE fidd
investigator conducted an investigation of thisincident. Theincident wasreviewed with the employer, and reports
were obtained from the coroner, OSHA, and the state climatologist. The police department report and photos
of the incident Ste were reviewed.



The employer wasaplaster and steel frame contractor that had been in businessfor about 20 years and employed
about 35 workers on ayear-round basis. The superintendent directed asafety program that included awritten
generd safety palicy, periodic workdte vidits, and

weekly toolbox safety meetings. Task-gpecific safety procedures, including working on scaffolds, were unwritten
but were communicated verbaly to employees. Records had been maintained of employee participation at the
safety meetings for over two years, and there was no record that the victim had attended any safety talksrelated
tofdl prevention or scaffold safety during that time. The victim had been employed by the company for 14 years,
and had worked on scaffolds frequently. The company provided on-the job training to employees, including
training on gppropriate use of persond protective equipment. This was the company's firdt fatdity.

INVESTIGATION:

The employer had been contracted to do outside plaster work at asingle-story department store that was being
remodeled to serve asabank. The victim and co-worker were assigned to assemble wel ded tubular scaffold on
the exterior west wal of the buildingin preparation for the next day'swork of plastering thewal. Onthemorning
of theincident, the victim made aligt of the supplies and equipment that would be needed at the worksite, and
loaded the itemsin atruck. Although the list included scaffold guardrails and an access ladder, and these items
were available in the company supply building, they were not taken to the site. The victim and co-worker
assembled sections of scaffold platforms aong thewal throughout theday. The scaffold platforminvolvedinthe
incident was 12 feet high, approximately 7 feet long and 4 feet wide with scaffold planks forming the worksurface
at the 12 foot height. Two sets of metal crossbraces were ingtalled on each of the 7 foot sdes of the platform.
They finished the assembly work about 2:30 pm, taking alunch break and frequent bresksfor fresh water which
was available in a portable container. The weather was sunny and dry, and the high temperature of the day was
80 degrees. Thevictimwore construction boots, bluejeans, atee shirt and congtruction safety helmet throughout
the day. The victim loaded the truck withthe extra supplies, tools and equipment, and removed hishard hat and
left it in the truck. He returned to the scaffold to assst the co-worker in snapping a chakline in preparation for
the next day's work. The co-worker was positioned on the top of the unguarded scaffold, 12 feet from the
ground, when the victim gtarted to climb the scaffold bracing. The co-worker was turned away from the victim,
but heard a clanging sound on the bracing. He turned to see the victim lying on the ground, and called to an
employee of anearby businessto summon an ambulance. The ambulancetrangported the victim to an emergency
room, where he died 6 hourslater. An autopsy was conducted, which reveded afracture of the skull in theright
temple area.

CAUSE OF DEATH:
The deeth certificate ligts the cause of degth as craniogpind injuries.
RECOMMENDATIONS/DISCUSSION

Recommendation #1. Employers should ensure that safe access is provided to the work
platforms of all scaffolds.



Discussion: Scaffolds should be equipped with a means for safe access to the work platform. 29 CFR
1926.451 (a) (13) sates"General requirements..An accessladder or equivaent safe accessshdl be provided.”
ANSI A10.8-1988, standard for Construction and Demoalition Operations- Scaffolding - Safety Requirements,
specifiessafe means of accessin 4.18, including portableladders, scaffold frame, "hook-on" ladders, step or sair
access, or direct accessfrom adjacent structure or apersonnel hoist. It aso states™ Crosshraces shall not be used
as ameans of access or degress.” Inthisincident, "ladder” wasincluded on the employee'slist of equipment, but
it was not brought to the site for an unknown reason, and there was no other safe meansfor ng the 12 foot
high platform. The victim apparently climbed the scaffold bracing, and ether fell from the bracing or from the
platform.

Recommendation #2: Employers should ensurethat adequatefall protection isused by workers
on scaffolds.

Discusson: Fdl protection should be provided for employeeswho are working on el evated worksurfaceson
scaffolds. 29 CFR 1926.451 (@) (4) states™ General requirements..Guardrails and toeboards shdl beingtaled
on dl open sde and ends of platforms more than 10 feet above the ground or floor.. Scaffolds 4 feet to 10 feet
in height,...shdl have standard guardrailsingtaled on al open sides and ends of the platform.” Thevidiminthis
incident had prepared alist of equipment to be taken to the worksite, including "rails’, but guardrails were not
taken to the dte for an unknown reason, and there was no other fal protection system in place. The victim
goparently climbed the scaffold bracing and ether fel from the bracing or from the platform.

Recommendation #3: Employers should evaluate their current written safety program and
incor porate specific training procedures that emphasize the importance of recognizing and avoiding
hazardsin the workplace. These procedures should include, but not be limited to, conducting hazard
evaluations before initiating work at a job ste, and implementing appropriate controls.

Discussion: Safety programs should be evauated and training programs incorporated which emphasize the
importance of recognizing and avoiding hazardsin the workplace and following established safework procedures.
Inthisincident, the hazards of climbing on scaffold crosshraces and working on a 12 foot high unguarded platform
without fall protection equipment was apparently not recognized by the workers,

Recommendation #4: Employer sshould encour agewor ker sto actively participatein workplace
safety.

Discusson: Employers should encourage dl workers to actively participate in workplace safety and should
ensurethat al workers understand the role they play in the prevention of occupationd injury. Inthisingtance, the
co-worker was working on anunguarded, 12 foot high platform, and the victim climbed scaffold crossracesto
reach the platform. Workers and co-workers should look out for one another's safety and remind each other of
the proper way to perform their tasks. Employers must ingtruct workers of their responsibility to participate in



making the workplace safer. Increased worker participation will aid in the prevention of occupationd injury.

Recommendation #5: Manufacturers of protective headwear should continue research and
development of protective headwear that would eliminate or reducethe severity of injuriesfrom falls.

Discussion: Protective headwesar for congtruction workersis designed to meet standardsfor limited protection
againg forces of dectricity, impact, penetration, and flammability (ANSI Z89.1-1986). Thevictiminthisincident
removed his protective headwear prior to climbing the scaffold, however, the current standards are not intended
to protect a worker againgt the forces that might be encountered from the impact of a fal from a scaffold.
Personal protective equipment manufacturers and standard-setting organi zations shoul d be encouraged to continue
research on materias and design of headwear that would provideincreased protection againgt theimpact of fdls.
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